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Overview of Study
and Key Findings

The 16-State Study on Mental Health Perfor-
mance Measures is a landmark joint State-Federal
initiative to apply identical standardized definitions
and obtain comparable performance and outcome
indicators on public mental health systems from
multiple States. This study presents results on 32
mental health performance indicators. Several indi-
cators use more than one measure. Thus, a total of
49 different measures were included in this project
(for example, the indicator on “seclusion” has two
different measures: the percentage of consumers se-
cluded and hours of seclusion).

Data analysts, researchers, managers, plan-
ners, and consumers from 16 State mental health
agencies participated in the project with the Sub-
stance Abuse and Mental Health Services Adminis-
tration (SAMHSA) and its Center for Mental Health
Services (CMHS) over a three-year period from
1998 to 2001. The 16 States were selected through a
competitive grant application process. The States
committed to work cooperatively with each other
and SAMHSA to define, implement, and report on
common mental health performance indicators
based on the work of the Federally funded Mental
Health Statistical Improvement Program (MHSIP),
the National Association of State Mental Health
Program Directors (NASMHPD) Framework of

Mental Health Performance Indicators, and the
original SAMHSA-funded Five-State Feasibility
Study. Collectively, the 16 States have reported on
community mental health services to almost 1.45
million individuals through public mental health
systems that expended more than $7.3 billion annu-
ally to provide these services. 

Despite major differences in the organizational
structure of the States, their mental health service
system configurations, and in their information sys-
tems, this project has compiled data on many im-
portant performance indicators that represent the
critical domains and measures identified in mental
health development efforts by various national or-
ganizations. The project has demonstrated that the
States can collaborate effectively to define and im-
plement measures with appropriate Federal assis-
tance and leadership.

The performance measures selected for this
study encompassed critical concerns identified in
various performance measurement initiatives and
for which at least some States could report data
during the study period using standardized defini-
tions. The selected measures include outcomes,
appropriateness/quality and access measures (in-
cluding clinical measures and measures from the
consumer’s perspective), and measures that apply
to both inpatient and community settings. States
reported each indicator for the State as a whole and
for age, gender, racial/ethnic, and diagnostic groups. 
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The 16-State Study has made substantial
progress in operationalizing and compiling informa-
tion on the indicators first tested by the Five-State
Feasibility Study (Ganju and Lutterman, 1998) and
the NASMHPD Framework of Performance Indica-
tors (NASMHPD President’s Task Force, 1998). In
addition, many of the indicators in the NASMHPD
Framework had their initial feasibility of multi-
State compilation and comparability tested through
this study.

This project built on the work the States and
SAMHSA completed on developing performance
measures for public mental health systems. These
earlier initiatives paved the way for the 16-State
Study and enabled it to accomplish its goals.

SAMHSA’s CMHS has sponsored major efforts
to help the mental health community define and im-
plement performance and outcome measures.
Through its support of the MHSIP Consumer-Ori-
ented Mental Health Report Card published in
1996, CMHS helped develop a set of performance
measures for systems to implement. The SAMHSA-
funded MHSIP State Reform Grants enabled more
than 40 States to implement components of the MH-
SIP Consumer-Oriented Report Card and provided
needed resources and the impetus for States to im-
plement these measures. The Five-State Feasibility
Study tested the feasibility of a set of performance
indicators with definitions and guidelines for State
reporting that then became the basis for the 16-
State Study. 

Each of the 16 States in this study received a
SAMHSA grant of $100,000 per year to facilitate
their participation in this project. Each of the States
also devoted considerable State resources to this
project. State resources included staff time, pro-
gramming and computer resources, and funds to
support consumer focus groups and other stake-
holder participation.

The results of this study demonstrate the poten-
tial for developing standardized measures across
States and confirmed that the realization of this po-
tential will depend on enhancements of the data
and performance measurement infrastructure. The
results demonstrate that States are implementing
mental health performance measurement systems
and that some States can use these systems cur-
rently to report comparable information. The
results also demonstrate that each State system has
some performance measures that are unique. Con-
siderable effort is required to assure the compara-
bility of these measures across States and to sup-
port States as they produce improved measures of
outcomes and consumer assessments of care.

Background

The 16-State Study was funded by CMHS, as a
collaborative project. Sixteen States were awarded
grants for a 3-year period (1999–2001) to implement
performance indicators that were developed in the
SAMHSA-funded Five-State Feasibility Study and
the 1998 NASMHPD Framework of Mental Health
Performance Indicators.

The primary goal of the project was to (1) com-
pile specific performance indicators that could be re-
ported comparably across States for national report-
ing, and (2) facilitate planning, policy formulation,
and decisionmaking at the State level. The grants
also supported the involvement and participation of
key stakeholders, including consumers and family
members, at all stages of the grant process. The 16-
State Study grantees were Arizona, Colorado, Con-
necticut, Illinois, Indiana, Missouri, New York,
Oklahoma, Rhode Island, South Carolina, Texas,
Utah, Vermont, Virginia, Washington, and the Dis-
trict of Columbia.

Prior to its completion, the 16-State Study had a
major impact on national performance indicator ef-
forts in public mental health. Six of the 32 perfor-
mance indicators in the 16-State Study are tied to
the Federal Government Performance and Results
Act (GPRA) as core measures for State reporting.
Many of the indicators implemented by the 16-State
Study have become the basis for the new SAMHSA
State Mental Health Data Infrastructure Grants
(DIGs) awarded in 2001 and 2002 to 49 States, the
District of Columbia, and seven U.S. territories.

Under these DIGs, States will report standard-
ized data tables included in the new Uniform Re-
porting System (URS), a critical component of CM-
HS Block Grant reporting. Under the URS, the
accomplishments of individual States can be aggre-
gated meaningfully at the national level.

Besides developing standardized definitions,
the 16-State Study also provided an opportunity to
develop measures related to recovery, consumer/
family involvement in policy development, quality
assurance, planning, expenditures for mental
health, and evidence-based practices.

Public Sector Performance
Measurement Initiatives

The recent resurgence of mental health perfor-
mance measurement has come about in response to
consumer and family need, national and local fund-
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ing demands for program quality and accountabili-
ty, and emerging managed care initiatives. 

The increased consumer and family involve-
ment in public mental health has led to an in-
creased need to demonstrate that services are effec-
tive and have good outcomes. Payers of mental
health services, such as legislatures, executive
branches of government, and other funders, have
demanded that public programs show results and
outcomes from services. Managed care, as a mecha-
nism to purchase mental health services, with its
emphasis on cost management and possibilities of
consumer choice, created new imperatives for public
sector mental health managers. With the advent of
managed care, managers needed to specify in mea-
surable terms what was being purchased in con-
tracts. In response to managed care’s emphasis on
cost, concern grew that savings were being accrued
at the cost of quality. To counter managed care’s fo-
cus on process measures, there emerged a new wave
of activity to assess and monitor outcomes. In the
last decade, regardless of whether a public sector
entity was directly involved with managed care, a
new, more business-like ethos began to permeate
the public mental health sector. It included more so-
phisticated contractual arrangements, improved da-
ta and information systems, and an emphasis on
performance and outcomes measurement.

Figure 1 displays the interrelationships among
the 16-State Study, a number of earlier mental
health performance indicator initiatives, and future
initiatives. Each of the initiatives is discussed
below.

Mental Health Statistics Improvement Program
(MHSIP). Since its inception in 1976, the MHSIP
Advisory Group and the new MHSIP Policy Group
have worked to develop data standards for public
mental health systems. The MHSIP Policy Group,
which includes representatives of Federal, State,
and local mental health agencies and consumers
and family members, has advised on data analysis
and reporting issues and the development of grant
programs in these areas. Over the years, the MH-
SIP program has developed concept papers and
provided guidance to State and local mental health
systems in such areas as data standards, unique
identifiers, consumer-centered information systems,
performance measures, and report cards. Two
specific MHSIP products resulted in major SAMH-
SA grant initiatives to States. 

The MHSIP document Data Standards for Men-
tal Health Decision Support Systems (Leginski et
al., 1989) defined core elements required for a men-
tal health management information system in five

areas—client, encounter, financial, human resourc-
es, and organizational. The MHSIP Consumer-Ori-
ented Mental Health Report Card (Ganju et al.,
1996) identified performance measures that reflect-
ed consumer concerns in the domains of access,
quality/appropriateness, outcomes, and prevention
to be used for assessing the effectiveness of mental
health services. The MHSIP proposed a consumer
survey as part of the report card to include a con-
sumer assessment of indicators in each of these
domains.

The development of MHSIP minimum data
standards resulted in two cycles of SAMHSA grants
to States to incorporate and implement the stan-
dards in management information systems.
Through these MHSIP grants, every State received
at least one grant to facilitate its implementation of
common data definitions and standards. This com-
mon set of data standards has led to the use of stan-
dardized data elements across the country. States
have exhibited a range of infrastructural capacities
in these areas. Not all States were able to imple-
ment the core MHSIP elements; nevertheless, the
standards have helped the public sector move in the
direction of a common, standardized data set.

The 1996 MHSIP Consumer-Oriented Mental
Health Report Card was developed by a MHSIP
task force that included consumers; family mem-
bers; researchers; advocates; and Federal, State,
and local mental health agency representatives.
SAMHSA promoted the adoption and use of the per-
formance measures specified in the report card

Figure 1. Relationship of MHSIP Consumer-
Oriented Report Card, NASMHPD President’s Task 
Force on Performance Measures, 5-State Feasibility 
Study, 16-State Indicator Study, and Uniform 
Reporting System.
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through the MHSIP Reform Grant program. These
MHSIP reform grants assisted 45 States to imple-
ment different components of the report card. These
grant-funded State activities have served as a key
foundation for the subsequent work of States to
produce comparable mental health performance
indicators.

The Five-State Feasibility Study. In 1997, 
SAMHSA funded five State mental health agencies
(Colorado, Illinois, Massachusetts, South Carolina,
and Texas) to identify and pilot performance indica-
tors that would be feasible and meaningful to collect
and could be compiled from existing data systems
within the States in a comparable fashion. The
Five-State Feasibility Study was an effort to assess
the feasibility of States reporting data on standard-
ized indicators and measures. Twenty-eight indica-
tors were tested in the study. 

NASMHPD President’s Task Force on Perfor-
mance and Outcomes Measures. NASMHPD’s Presi-
dent’s Task Force was established to build on the
work of the MHSIP Report Card so that it would
have more of a management orientation and include
measures that were responsive to the needs of State
mental health commissioners. New performance
measures were proposed in the domain of structure/
management and in the performance of State hospi-
tal systems. The NASMHPD performance measures
also were intended to reflect public sector values
and priorities, especially as other mental health sec-
tors proposed alternative report cards.

Using the MHSIP Report Card as a starting
point, indicators from several national mental
health performance measurement initiatives were
reviewed, including those developed by the National
Committee on Quality Assurance (NCQA), the
SAMHSA Performance Partnership Grants (PPGs),
the American Managed Behavioral Healthcare As-
sociation, the National Alliance for the Mentally Ill
(NAMI), and the American College on Mental
Health Administration. On the basis of this review
and a survey of States designed to better under-
stand priorities and issues of utility and burden, the
task force proposed a standardized framework
consisting of five domains (access, quality/appropri-
ateness, outcomes, structure/plan management,
and early intervention/prevention), providing
States considerable flexibility in how these indica-
tors were measured and reported.

This standardized framework represents the
consensual position of all State mental health com-
missioners/directors regarding the performance
measures to be used in any comprehensive mental
health service delivery system. It incorporated the

results of the aforementioned Five-State Feasibility
Study and the NASMHPD Research Institute (NRI
Behavioral Health Performance Measurement Sys-
tem, used to report psychiatric hospital perfor-
mance measures to the Joint Commission on Ac-
creditation of Healthcare Organizations’ (JCAHO)
ORYX system.

The GPRA, enacted by Congress in 1997, re-
quires Federal agencies to identify a set of core per-
formance indicators for which they will be held ac-
countable. SAMHSA was required to identify and
select performance indicators for GPRA in the late
1990s. On the basis of early work by the Five-State
Feasibility Study and a set of regional stakeholder
meetings, six measures were selected for GPRA re-
porting. These measures became the basis for vol-
untary reporting by States as part of their annual
mental health block grant applications. However,
the measures selected for GPRA have often been
difficult for State Mental Health Authorities to re-
port in a uniform fashion, and thus, to date, the
GPRA measures have not been well reported.

Block Grant Performance Measures from States:
Uniform Reporting System. In 2001, SAMHSA pub-
lished an announcement of its URS in the Federal
Register. The new URS contains a set of “basic” and
“developmental” performance indicator tables for
States to report. Reporting of the URS basic tables
began in 2002, with full reporting by all States ex-
pected by 2004. The developmental tables include
indicators that either still need some operational
definitions or will be more difficult for States to re-
port comparably. The developmental indicators will
be reported by States on a slower basis, with States
working to define and test reporting them for the
first time by 2004.

The URS builds heavily on the work of the 16-
State Study. The tables included in the basic set of
the URS are indicators that the majority of States
were able to report in the 16-State Study and for
which good operational definitions exist. Measures
in the developmental set of the URS are either those
for which standardized definitions do not exist or for
which data are not comparable. The work of the 16-
State Study will inform the development of the
standardized definitions that are needed. 

To accompany the URS, SAMHSA State Mental
Health DIGs were made to 49 States, the District of
Columbia, and seven U.S. territories to help them
modify their information system infrastructure to
report the performance indicators of the URS. Each
of the DIG States and territories received a three-
year grant of $100,000 per year to support their
work to enhance their information systems to report



Section II: Supporting Good Decision-Making

71

URS data. In addition, the NRI received funding
from SAMHSA to serve as a national coordinating
center, to work with the States in their DIG and
URS activities. 

As part of its role, the coordinating center facili-
tates the development of final standardized defini-
tions, provides technical assistance to States, and
will compile and report URS data from the States.

16-State Study Approach

The 16-State Study project, initiated in 1998,
was a three-year collaborative project between the
State mental health agencies in 16 States and SAM-
HSA. In each of the participating States, represen-
tatives of both the data and management informa-
tion systems offices and their mental health
planning offices were part of the project. In addi-
tion, most States involved additional stakeholder
groups, such as consumers, family members, and
other advocates in their conduct of the project. The
inclusion of consumers and other stakeholders was
a consistent expectation of the project to ensure that
study activities remained relevant to the persons
served by State systems.

The 16-State Study was conducted without a
formal coordinating center. To facilitate and coordi-
nate the 16-State Study, a model was adopted that
emphasized extensive interstate communications
through the use of Internet technologies, such as
Web sites and a listserv. Throughout the study, ex-
tensive communications were maintained between
the States and the Federal Government. All partici-
pants met face-to-face only twice during the project.
Regular communications were facilitated by month-
ly conference calls, and an e-mail listserv was used
to share data definitions, draft reports, and to both
request and compile data. 

Key to the accomplishments of the 16-State
Study was the development of a set of 19 different
Indicator Workgroups. The Indicator Workgroups
included volunteer groups of grant principal investi-
gators and other grant participants who revised the
Five-State Study definitions, compiled data from all
States, and prepared reports on their sets of indica-
tors. The 16-State Study Indicator Workgroups are
listed in table 1.

Each workgroup reviewed the experiences of the
Five-State Study and developed updated recom-
mended operational definitions. The recommended
operational definitions were discussed with all 16
States on a conference call and the workgroup then
issued a request for data from all participating

States. The workgroup compiled data from the
States into a draft report and sent the report to the
States for their review and modification. After re-
view by the States, the workgroup prepared a final
report and then sent the data and report for incor-
poration into this final 16-State Study report.

A Reporting Workgroup was established to de-
velop a standardized set of reporting categories for
all indicators. The workgroup based its efforts on
the reporting categories of the Five-State Feasibili-
ty Study, and developed a standardized template
used by all workgroups. The final set of recommend-
ed reporting categories included measures of con-
sumers’ age, gender, race/ethnicity, and diagnosis.
For some indicators, data were also compiled for
combinations of age and race/ethnicity.

As a result of these common reporting catego-
ries, virtually all performance indicators compiled
by the 16-State Study can be generated for either
the total served population or various client sub-
groups. Thus, the 16-State Study indicators are able
to demonstrate differences in subgroups of consum-
ers to determine whether utilization rates, access to
new generation medications, or employment status
vary on the basis of the gender, race/ethnicity, age,
or principal diagnosis of consumers. Some indica-
tors, such as the use of new generation “atypical”
anti-psychotic medications for persons with schizo-
phrenia, were, by definition, limited in the consum-
er population categories compiled (i.e., only persons
with a diagnosis of schizophrenia). The standard-
ized reporting categories used by the 16-State Study
are listed in table 2. 

Where individual indicators did not use the full
array of reporting categories listed in this table,
these exceptions are discussed in the narrative of
individual indicators. Most States were able to re-
port both indicator totals and the requested subpop-
ulation categories. States had the greatest difficulty
reporting on subpopulations by diagnoses.

Several of the 19 workgroups were able to work
much faster than others. This was usually because
the assigned indicators were in areas that had al-
ready been developed by the Five-State Study and
States already had the capacity to report. For exam-
ple, the Utilization Rate Workgroup was able to
compile data from all 16 States for all three years of
the grant.

Other workgroups spent considerable effort de-
signing and piloting their indicators, and as a re-
sult, either only compiled data from a few States or
never compiled indicator results from the States. Fi-
nally, several Indicator Workgroups were initiated
near the end of the grant cycle and, thus, had insuf-
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ficient time for States to compile and report needed
data.

Producing reports using standardized defini-
tions took intensive work from multiple partici-
pants in each of the States. Project participants met
twice to coordinate and ensure measure standard-
ization. Many of the Indicator Workgroups met face-
to-face, and all held multiple conference calls and
extensive e-mail correspondence to operationalize
their indicators, gather data, analyze and dissemi-
nate tables and graphics, and produce their final in-
dicator reports. 

Most of the Indicator Workgroups compiled data
for State Fiscal Year 2000. Some States were able
only to report indicator data for fiscal years 1999 or
2001. Each of the Indicator Workgroups prepared a
report on their activities. For most of the work-
groups, these reports included results from many of
the study States depicted by the core set of client
characteristics. Other workgroup reports focused on
the development of new instruments to be used in
future performance indicator initiatives (e.g., Chil-
dren’s Survey Workgroup and the Evidence-Based
Practices Workgroup). Still other workgroups iden-
tified additional developmental work that remains
to be completed before a comparable performance
indicator can be proposed and tested.

Two ground rules were established for present-
ing data in this report. First, results are shown only
when three or more States reported data for the in-
dicator. Second, rates by a particular client charac-
teristic are shown when there are at least 25 cases
in a specific subpopulation group. For example, re-
admissions by the race/ethnicity subgroup Native
Americans would not be shown if there were fewer
than 25 Native Americans in the hospital discharge
population for a given State.

Table 1. 16-State Study indicator workgroups

Workgroup

A1. Penetration/Utilization Rates

A2,Q1, 
Q4, O1. 

Adult Consumer Survey

Children and Family Consumer 
Survey

Q3. Consumers are Contacted Within
7 Days of Discharge

Q11 Readmission w/in 30 days

S3:  Costs

Q2: Consumers linked to primary health 
care

O3:  Employment

O9: Mortality

O12: Living Situation

O13(a):  Criminal Justice Data—Self-Report 
Data

O13(b):  Criminal Justice Data—Linking to 
Criminal Justice

Q5. Percent of Adults with SMI Receiving 
ACT

Q6: Percent of Adults with SMI Receiving 
Supported Employment

Q7: Percent of Adults with SMI Receiving 
Supported Housing

O4:  Level of Functioning

O5: Symptoms

O14: Recovery: when available

O11:  Reduced Substance Abuse

S1: Stakeholder Involvement in Policy 
and Planning

Q8: Percentage of Adults with Schizophre-
nia Receiving New Generation Anti-
psychotic (atypical) medications

Q12: Seclusion Rate

Q13: Restraint Rates

Q14: Medication Errors

O6:  Injuries

O7:  Elopements
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Key Findings

Ability of States to Report Standardized 
Measures

The 16-State Study found that State Mental
Health Authorities can report comparable system
measures desired by consumers, families, funders,
and others. Figure 2 and table 3 show that State

Mental Health Authorities can implement and re-
port on many comparable measures of performance
of their mental health systems provided they have
sufficient time and appropriate resources.

Thirty-eight of the performance measures were
developed to the point that standardized data were
compiled from at least some of the 16 States. All 16
States were able to report data for four of the mea-
sures (10 percent of the measures). Overall, 28 mea-
sures (74 percent) were reported on by more than
half the States. In addition, several States had

Table 2. 16-State Study standard consumer reporting categories

Age Ethnicity Diagnosis

0–3 White/Caucasian Attention Deficit (314)

4–12 Hispanic Conduct Disorder (312.8, 312.9, 313.81)

13–17 African American Mental Retardation, Autism, and Specific Devel-
opment (299, 315 except 315.4, 317–319)

18–20 Asian/Pacific Islander Other Childhood Disorders (307.0, 307.2–307.23, 
307.52–307.59, 307.6–307.7, 307.9, 313.23, 
313.89, 313.9, 315.4, 787.6)

21–30 Native American Schizophrenia (295)

31–45 Other Other Psychotic Disorder (297, 298)

46–64 Depressive and Other Mood Disorders (296, 
300.4, 301.13, 311)

65–74 Subset of Depressive Disorders: 311

75+ Optional Breakdown for this category:

Not available Bipolar disorder (296, 296.4, 296.5, 296.6, 296.7, 
296.8, 296.89)

Gender Major Mental Illness Diagnoses Major Depression (296.2, 296.3)

Male Adults w/ Major Mental Illness (age 
18 and over and DSM: 295, 296, 
297, 298)

Other Mood Disorders (296.9, 300.4, 301.13, 311)

Female Subset of Adult Illnesses (297 and 
298)

Dementia, Delirium and other Related Disorder 
due to a medical Condition (290, 293, 294, 331)

Other Adults Substance Abuse (291–292, 303–305)

Children w/Major Mental Illness 
(under age 18 and DSM: 295, 296, 
297, 298)

Anxiety (300–300.02, 300.3, 308.3, 309.21, 
309.81, 300.21)

Subset of Child Illnesses (297 and 
298)

Subset of Disorders: 300.21

Other Children Personality Disorders (301 except 301.13, 312.3)

Other MH Diagnoses

No Diagnoses, Deferred, Not Available
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Figure 2. Number of States Reporting 16-State Study Measures.

0 2 4 6 8 10 12 14 16

Number of States Reporting

Q12a. Percent Readmitted within 30 Days to Any State Psychiatric Hospital

Q12b. Percent Readmitted within 180 Days to Any State Psychiatric Hospital

A1a. Rate of Community Mental Health Service Utilization per 100,000 Pop

A1b. Rate of State-Operated Inpatient Mental Health Service Utilization per 100,000 Pop

A2-A. Percent of Consumers Reporting Satisfaction with Access to Services

Q4-A.  Percent of Consumers Agreeing the Services were Appropriate

O1-A. Percent of Consumers Reporting Improved Outcomes From Services

O7: Patient Elopements per 1000 Patient Days

Q13b: Use of Seclusion: Percent of Clients Secluded

Q13a: Use of Seclusion: Hours in Seclusion per 1000 Patient Hours

Q14a. Use of Restraints: Hours in Restraint per 1000 Patient Hours

Q14b. Use of Restraints: Percent of Clients Restrained

O3. Percent Employed (Full or Part Time)

Q1.  Percent of Consumers Agreeing they Participated in Treatment Planning

Q3.Percent Contacted within 7 Days of Hospital Discharge

011b.  Percent Living in 24 Hour Residential

011a.  Percent Living Independently:Private Residence

011d.  Percent Homeless/Shelter

S2a.Ave. Resources Expended on All Clients

S2b.Ave. Resources Expended per Inpatient Clients

011c.  Percent Living in Institutional Settings (Hosp, SNF, ICF)

Q8a.  Percent Receiving Atypical Medications in State Hosp.

O8a. Mortality: Standardized Mortality Ratio (SMR)

S2c. Ave. Resources Expended per Outpatient Clients

Q11. Percent of Parents Involved in Treatment for their Children

A2-C. Percent of Parents Agreeing that Access was Good

Q2. Percent of Consumers Linked to Primary Health Services (from MHSIP)

O1-C.Percent of Parents Agreeing that Outcomes were Good

O6: Patient Injuries: per 1000 Patient Days

O8.b Mortality: Average Years of Life Lost

Q16: Children/Family Perception of the Cultural Sensitivity of Providers

Q4-C  Child/Adolescent Satisfaction with Services

S2d. Ave. Resources Expended per Day Treatment Clients

Q15: Medication Errors per 1000 Inpatient Consumers

O12. Criminal Justice Involvement: Arrests

Q7.  Percent Receiving Supported Housing

Q8b. Percent Receiving Atypical Medications in Community

S2e. Ave. Resources Expended per Crisis Service Clients
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Table 3. 16-State Study of Mental Health Performance indicator results: 2001

Feasibility Performance

Performance Indicators
Number of 

States 
Reporting

Median
Score

Low
Score

High
Score

Outcome Indicators

O1-A. Percent of Consumers Reporting Improved Outcomes 
From Services

12 69.4% 57.5% 83.9%

O1-C. Percent of Parents Agreeing that Outcomes were 
Good

9 57% Average on YSS, 46% on YSS-F

O2. Improvement in School Behavior Added questions to the YSS and YSS-F

O3. Percent Employed (Full or Part Time) 11 23.1% 13.8% 37.5%

O4. Improvement of Functioning Reviewed Methods Comparing Different Instruments

O5a. Reduction in Symptoms Reviewed Methods Comparing Different Instruments

O6. Patient Injuries: per 1000 Patient Days 8 0.51 0.02 7.75

O7. Patient Elopements per 1000 Patient Days 12 0.27 0.02 0.77

O8a. Mortality: Standardized Mortality Ratio (SMR) 9 2.20 0.60 3.20

O8b. Mortality: Average Years of Life Lost 8 27.35 13.50 31.80

O9. Recovery Developing Measures for Future Use

O10. Reduced Substance Abuse Impairment Reviewed Methods of Measuring and Reporting

Living Situation

O11a. Percent Living Independently: Private Residence 10 86.3% 50.4% 91.0%

O11b. Percent Living in 24 Hour Residential 10 6.3% 3.1% 37.3%

O11c. Percent Living in Institutional Settings (Hosp, SNF, 
ICF)

9 3.1% 0.3% 8.7%

O11d. Percent Homeless/Shelter 10 2.6% 1.2% 6.2%

O12. Criminal Justice Involvement: Arrests 5 9.5% 6.1% 13.7%

Appropriateness/Quality Indicators

Q1. Percent of Consumers Agreeing they Participated in 
Treatment Planning

11 72.3% 64.1% 87.0%

Q2. Percent of Consumers Linked to Primary Health Ser-
vices (from MHSIP)

9 Developed and Tested Consumer Survey Questions

Q3. Percent Contacted within 7 Days of Hospital Discharge 10 41.9% 20.0% 79.4%

Q4a. Percent of Consumers Agreeing the Services were 
Appropriate

13 79.4% 72.0% 90.1%

Q4c. Child/Adolescent Satisfaction with Services 7 65% Average on YSS, 64% on YSS-F

Use of Evidence-Based Services

Q5. Percent Receiving Assertive Community Treatment Developed and Tested Fidelity Measure

Q6. Percent Receiving Supported Employment Developed and Tested Fidelity Measure

Q7. Percent Receiving Supported Housing 5 4.6% 1.4% 7.7%

Q8a. Percent Receiving Atypical Medications in State Hosp. 9 73.5% 24.3% 93.4%

Q8b. Percent Receiving Atypical Medications in Community 4 57.6% 44.4% 69.5%

Q9. Percent Children Living in “Family Like Settings” Added questions to the YSS and YSS-F

Q10. Percent Children in Therapeutic Foster Care Added questions to the YSS and YSS-F

Q11. Percent of Parents Involved in Treatment for their 
Children

9 58% Average on YSS, 73% on YSS-F

Q12a. Percent Readmitted within 30 Days to Any State 
Psychiatric Hospital

16 8.2% 0.3% 13.6%
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begun implementation of some of these performance
measures during this project, although they were
not able to report indicator results in time for inclu-
sion in this report.

State Reporting

Because of the large number of measures tested
and that final operational definitions were not com-
pleted until late in Year three of the project for some
measures, no State was able to report data for every
measure. Figure 3 shows the number of measures
that States were able to report. Some States report-
ed measure results only by using definitions differ-
ent from the standardized definitions developed for

this study. It should be noted that many of the 16-
State Study participants had “no cost” extensions
that have allowed them to implement additional
standardized performance measures after the com-
pletion. Participating States have also continued to
develop and utilize additional different performance
measures specifically relevant to their State’s needs
and priority concerns.

Measures States Could Report

As shown in table 3, measures of appropriate-
ness relative to inpatient care, such as readmission
rates within 30 days and 180 days; the use of new
generation “atypical” antipsychotic medications in

Q12b. Percent Readmitted within 180 Days to Any State 
Psychiatric Hospital

16 18.1% 3.1% 29.2%

Q13a. Use of Seclusion: Hours in Seclusion per 1000 Patient 
Hours

12 0.42 0.02 6.21

Q13b. Use of Seclusion: Percent of Clients Secluded 12 6.3% 1.5% 25.7%

Q14a. Use of Restraints: Hours in Restraint per 1000 
Patient Hours

11 0.50 0.02 2.44

Q14b. Use of Restraints: Percent of Clients Restrained 11 9.97% 1.0% 14.0%

Q15. Medication Errors per 1000 Inpatient Consumers 5 81.22 36.30 459.26

Q16. Children/Family Perception of the Cultural Sensitivity 
of Providers

7 78% Average on YSS, 82% on YSS-F

Access Indicators

A1a. Rate of Community Mental Health Service Utilization 
per 100,000 Pop

16 1,686 852 3,282

A1b. Rate of State-Operated Inpatient Mental Health Ser-
vice Utilization per 100,000 Pop

16 69.5 14.0 439.0

A2a. Percent of Consumers Reporting Satisfaction with 
Access to Services

13 81.8% 68.2% 92.2%

A2c. Percent of Parents Agreeing that Access was Good 9 68% Average on YSS, 74% on YSS-F

Structure/Plan Management Indicators

S1. Consumer/family participation in policy and planning Surveyed States to Develop Future Measures

S2a. Ave. Resources Expended on All Clients 10 $3,167 $2,425 $4,006

S2b. Ave. Resources Expended per Inpatient Clients 10 $12,415 $8,480 $33,166

S2c. Ave. Resources Expended per Outpatient Clients 9 $1,852 $654 $3,076

S2d. Ave. Resources Expended per Day Treatment Clients 6 $5,824 $2,773 $8,940

S2e. Ave. Resources Expended per Crisis Service Clients 3 $631 $422 $699

States reported using standardized definitions; however, differences in state policies, priorities and service populations may make 
results noncomparable.
Source: NASMHPD Research Institute, Inc., 2002.

Table 3. 16-State Study of Mental Health Performance indicator results: 2001 (continued)

Feasibility Performance

Performance Indicators
Number of 

States 
Reporting

Median
Score

Low
Score

High
Score
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State psychiatric hospitals; seclusion and restraint
rates in psychiatric hospitals; and contact in the
community within seven days of hospital discharge
were reported by more than half of the 16 States.
Outcome indicators, such as living arrangements,
percent homeless, employment status, and mortali-
ty rates, also were reported by at least half of the
participating States. Access measures of utilization
rates of community and inpatient services were re-
ported by every participating State.

The measures of outcomes of service—such as
improvement in functioning, reduction in psychiat-
ric symptoms, criminal justice involvement, and im-
provements in school behavior—were the measures
with the least comparability. Many States have
their own definitions for these measures that are
used within the State for quality and accountability
purposes. However, these measures, when used, are
seldom the same across States. In general, mea-
sures that required State Mental Health Authori-
ties to link their data set to other data sets, such as
criminal justice records, were more difficult to im-
plement because of technical and interagency
issues.

The ability of States to report measures may be
related to the sources of the indicator data. Only
four measures were reported by all 16 States: hospi-
tal utilization, community service utilization, and
hospital readmissions within 30 days and 180 days.
This suggests that States were more able to report
indicators from administrative data sets that are in-
cluded in information systems operated by all the
State Mental Health Authorities.

Other indicators that rely on consumer status
information, such as living arrangements and em-
ployment status, were also reportable by many
States once standardized reporting categories were
developed. Additionally, consumer survey–generat-
ed indicators were reported by 13 of the States,
demonstrating the broad application of the MHSIP
Consumer Survey. 

Figure 4 shows the average number of States
reporting data by various types of indicators,
grouped on the sources of data used to generate the
indicators. As discussed above, indicators based on
single information systems maintained by State
Mental Health Authorities generally had the high-
est level of reporting (hospital data sets, community
utilization data, consumer surveys), whereas indi-
cators that rely on matching data records with other
information systems, such as criminal justice con-
tacts, mortality rates, and follow-up in the commu-
nity after hospital discharge, proved more difficult
for many States to report. Finally, client assessment
measures were particularly difficult for States to re-
port because of differences in instruments and fre-
quency of assessments.

Consumer Survey Measures

The MHSIP Adult Outpatient Consumer Sur-
vey, adapted from the MHSIP Consumer-Oriented
Report Card published by SAMHSA in 1997, is be-
ing implemented in most States to assess consum-
ers’ perceptions of the outcomes, access, and appro-
priateness of public mental health services;
consumers’ participation in treatment planning;
and contacts with physical health care. Thirteen
States were able to report data using the MHSIP
Consumer Survey. Each of these States uses similar
instruments, and the workgroup was able to calcu-

Figure 3. Number of Performance Measures 
Reported by State (48 possible).
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late scores for comparable indicators and domains
from these surveys. However, States implemented
the consumer survey using different survey meth-
ods, surveyed different client populations, and at-
tained variable response rates, suggesting that cau-
tion should be used in comparing survey results
across States.

The MHSIP Consumer Survey revealed differ-
ences across domains that were consistently ob-
served for individual States (see figure 5). More con-
sumers were satisfied with their access to mental
health care and with the appropriateness of the ser-
vices; fewer consumers were satisfied with either
the outcomes of treatment or with their level of par-
ticipation in treatment planning. Nearly 82 percent
of consumers surveyed by the States strongly
agreed or agreed that they had access to needed ser-
vices. More than 79 percent of consumers surveyed
agreed appropriate services were delivered; and 69
percent reported improved outcomes as a result of
these services.

Groundwork for Reporting New Measures

The 16-State Study participants found that sev-
eral measures of great interest to States lacked
standardized definitions, which limited the utility of
reporting. In some cases, Indicator Workgroups
completed important work to develop “fidelity” mea-
sures that will facilitate future reporting of stan-
dardized performance indicators. For example, de-
spite widespread agreement that measures on
access to evidence-based practices, such as Asser-
tive Community Treatment (ACT) and Supported
Employment, are important indicators to measure,
earlier efforts to compile these indicators failed be-
cause of the lack of agreement about measuring
these evidence-based services. The 16-State Study
workgroup on evidence-based practices developed
and successfully pilot-tested fidelity “checklist” in-
struments that can be used in future studies to de-
termine which programs and services should be
counted for indicators of ACT and Supported
Employment.

Similarly, 16-State Study workgroups on Crimi-
nal Justice Involvement, Children and Adolescent
Perception of Care, Substance Abuse Impairment,
Consumer Participation in Planning and Policy De-
velopment, Recovery, and Client Assessment Instru-
ments conducted work required to operationalize
consistent measures in their domains. As a result of
these workgroups, an adolescent and parent

consumer survey now exists and is being imple-
mented in many States. This survey will be used by
States to provide information for eight different im-
portant child indicators. States interested in indica-
tors of criminal justice, substance abuse, and partic-
ipation in policy and planning now have a solid base
of developmental work from which to proceed.

Other indicators, such as the use of client as-
sessment instruments to measure the improvement
in client functioning, reduction of symptoms, and
reduction of substance abuse impairment, require
additional development. The 16-State Study work-
groups have documented that many States are rou-
tinely measuring these important indicators, but
difficulties in reconciling different instruments be-
ing used by States was beyond the resources avail-
able to this project.

An important future product of the 16-State
Study may be the development of standardized
measures of how the mental health system supports
“recovery” from a consumer’s perspective. The 16-
State Study initiated a process and coordinated fo-
cus group meetings with consumers in eight States
to define and operationalize measures of how men-
tal health systems help and hinder consumers in
their process of recovery. The work on recovery was,
and continues to be, led by a group of consumer re-
searchers who have defined the process and meth-
odology for the development of this measure. This
work on measures of recovery is ongoing; several
new recommended measures should emerge later
this year. Future work will be needed by States and
others to test and implement these new measures of
recovery.

Figure 5. MHSIP Consumer Survey Results, by 
Domain.
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Ability of the States to Demonstrate
the Impact of Mental Health Services

The project also suggests that State mental
health systems are delivering effective services to
individuals with serious mental illnesses. State
Mental Health Authorities provide mental health
services for individuals most in need (i.e., persons
with serious mental illnesses who lack adequate in-
surance to receive appropriate services from private
providers). The 16-State Study documented that the
consumers served by State systems frequently were
unemployed (76.9 percent), sometimes homeless
(2.6 percent), and disproportionately minority group
members (31 percent).

State Mental Health Authorities have been
working actively to develop and implement mean-
ingful measures of the performance of mental
health programs for several years. The State Men-
tal Health Authorities, the primary organizations
responsible for funding, monitoring, and delivering
public mental health services in the nation, have
recognized the need to better understand the out-
comes of the services they deliver. In this project,
they have helped document services they deliver
and the impact and outcomes of these services on
the lives of individuals with mental illnesses.

General Caveats and Cautions
on Comparing Results

Although the States have made significant
progress in developing and reporting performance
measures, substantial work remains to ensure that
the measures are truly comparable across States.
Major policy and regulatory differences among the
States must be understood to be able to compare the
results of performance measures correctly. For ex-
ample, the indicator on employment found that per-
sons with serious mental illnesses were less likely
to be competitively employed than were persons
with other diagnoses. It then becomes important to
understand the extent to which an indicator of em-
ployment is being reported for comparable popula-
tions. A State reporting on a broad population with
a small proportion with major mental illnesses is
likely to show a higher employment rate than a
State reporting only on persons with serious mental
illnesses.

Participants in the 16-State Study expended
most of their time and effort in the development of
standardized definitions and the compilation and

reporting of information according to these defini-
tions. Because the study was designed to determine
the feasibility of States to report quickly a core set
of mental health performance measures, the project
did not have either the resources or the time to fully
explore all the policy and programmatic differences
that could explain differences in apparent perfor-
mance on specific indicators. Because all the pro-
gram, policy, and population differences inherent in
State systems cannot be explained or accounted for,
this report presents aggregate results from the
study and discusses specific indicators including
major cautions when discussing specific State re-
sults. For many of these measures, comparing the
performance of an individual State across time is an
appropriate use of the indicator. Although some
States reported the indicator using identical indica-
tor definitions, they may have such different policy
mandates and consumer caseloads that the indica-
tor’s results may not be comparable across States.
As additional work is completed to compile and re-
port performance measures from the States, it will
be essential to track not only the actual measure re-
sults but also the underlying policy and program
differences that will help explain differences in per-
formance indicator values.

Considerable work remains to assess how
States, consumers, family members, providers, and
other advocates are using these performance indica-
tors to improve care. The 16-State Study devoted its
efforts to gathering these indicators, but there has
not been sufficient time or resources to evaluate
how these indicators are best used to improve men-
tal health services.

Due to differences among the States, one option
would have been to present the data for each State
individually. However, to assist the reader, State da-
ta are displayed side-by-side to consolidate State-
specific results. Although underlying trends may
appear similar across the States, the reader is cau-
tioned against drawing such conclusions, because
multidimensional differences among States may
make such findings either inaccurate or spurious.

Furthermore, although a reader may be tempt-
ed to extrapolate the 16 State results to the entire
Nation, such an effort would be misplaced: the
project cannot approximate national estimates us-
ing data from only 16 highly variable States and
territories. Readers should realize that the range of
data for the measures across the 16 States may not
reflect the range of differences that might be ob-
served if data and information from all 55 States
and territories were included in an analysis.
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Conclusions

The 16-State Study demonstrated that State
Mental Health Authorities have the capacity and
ability to implement and report on a standardized
set of performance indicators. The work of the 16-
State Study has developed operational definitions
for indicators that have been implemented by many
of the 16 participating States and that are ready to
be used by other States and mental health
providers.

The 16-State Study workgroups developed oper-
ational definitions for such indicators as utilization,
consumer perception of care, employment, living sit-
uation, use of medications, State hospital readmis-
sions, follow-up in the community after hospital dis-
charge, use of seclusion and restraint in psychiatric
hospitals, elopements from hospitals, and injuries
in hospitals that were reported by many of the 16
States. These indicators form a solid basis for the
next generation of national performance indicator
efforts.

In addition to the indicators for which the 16-
State Study developed and compiled indicator re-
sults, a substantial contribution was made to the
field in the development of new measures. For exam-
ple, the generation of fidelity checklist instruments
for evidence-based services, such as ACT and Sup-
ported Employment, will enable future performance
indicator initiatives to have a much better measure
of these services. A listing of 16-State Study accom-
plishments related to performance measurement de-
velopment includes the following:

(1) Generating a child and adolescent consumer
survey.

(2) Developing fidelity instruments for evi-
dence-based services.

(3) Refining and better understanding the use of
the MHSIP Adult Ambulatory Consumer
Survey, including scoring methods, to gener-
ate five different indicators: consumer per-
ception of access, appropriateness, outcomes,
access to primary health care services, and
participation in treatment planning.

(4) Developing a new set of measures of how
the mental health system supports recovery
from a consumer’s perspective. This ongoing
work should lead to the recommendation of
both new consumer survey items and other
measures of how well mental health sys-

tems help or hinder consumers in their
recovery process.

(5) Comparing consumer assessment instru-
ments of functioning and symptoms, which
may lead to the development of methods to
compare results across programs that use
different consumer assessment instru-
ments.

(6) Identifying methods used by many States of
measuring the criminal justice contacts of
persons with mental illness. The report
includes recommendations for new ways of
measuring and reporting on this important
aspect of mental health care.

(7) Developing measures on the role of consum-
ers and family members in informing and
participating in policy development, plan-
ning, and quality assurance activities
within the public mental health systems.
These areas were explored by a workgroup
of States. Their report identifies important
new areas that may become the basis for
new performance indicators on this often
ignored aspect of mental health systems.

Much work remains to assess how States, con-
sumers, family members, providers, and other advo-
cates are using these performance indicators to im-
prove care. The 16-State Study devoted its efforts to
gathering these indicators, but has not had suffi-
cient time or resources to evaluate how these indi-
cators are best used to improve mental health
services.

Implications for the Future

This study represents a major advance in the
standardization and comparability of performance
measures across State mental health systems. This
study shows that with appropriate financial and ad-
ministrative support, States can report standard-
ized performance measures on their mental health
systems. Measures reported demonstrate that State
mental health services help consumers recover and
generate positive outcomes. However, major out-
standing issues remain related to the development,
implementation, and use of performance measures.
These include issues related to definitions, compa-
rability and use, and the significance and weight of
various measures.
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Issues Related to Definition. Although standard-
ized operational definitions were developed for the
16-State Study, they need further refinement and
evaluation. At this stage, little empirical support
exists for some of the definitions selected. For per-
formance measures related to services, a major is-
sue is the assurance that the critical components of
the service are in place—that is, that there is fideli-
ty to the model or operational conformance to some
standard for the specific service. For performance
measures related to symptoms and functioning, a
major issue is the comparability-specific instru-
ments. Many of the 16 States are implementing
measures related to monitoring changes in level of
functioning and reduction in symptom distress, but
the instruments being used are different. Even
when the instruments are the same, the durations
between points at which measurements are taken
may differ. The challenge is to develop consistency
in both definitions and methodology and to develop
reports at a higher level to incorporate operational
variations.

Issues Related to Comparability and Use. Some
of the issues discussed under definitions clearly
have an impact on the comparability of measures.
However, even when the same standardized defini-
tions are used, issues related to comparability re-
main. State Mental Health Authorities have differ-
ent mandates and responsibilities related to
populations covered and services provided. Some
States provide services only to persons with serious
mental illnesses and children with serious emotion-
al disturbances (SED); others have a broader man-
date. Some State Mental Health Authorities do not
have responsibility for inpatient care. Some States
can track only a segment of clients served by con-
tracted providers. These differences make compara-
bility and benchmarking across States a nontrivial
issue. For measures that multiple States can report
(e.g., penetration/utilization rates) the interpreta-
tion of results require including this additional con-
textual information.

Issues Related to Significance and Weight of
Various Measures. Measures reported in this study
represent different concerns and aspects of care and
recovery. No judgments or analyses have been con-
ducted to assess whether one performance measure
should be given more weight or significance than
another. Even within a domain, how these perfor-
mance measures should be weighted relative to
each other is not defined.

Recommendations for Future 
Developmental Efforts

Reviewing the work in this study and looking
ahead toward future efforts leads to the following
recommendations:

● The measures developed and tested by the
16-State Study should be a starting point for
future efforts, such as the SAMHSA Uniform
Reporting System. The States developed com-
mon operational definitions for 32 perfor-
mance indicators encompassing 49 different
measures that may be considered for future
State and Federal initiatives.

● Assessment of the utility and desirability of
the selected measures is needed. The 49 mea-
sures tested by the 16-State Study were
derived from the Five-State Feasibility Study
and the NASMHPD Framework of Perfor-
mance Indicators. Several measures that are
considered important by consumers, family
members, and mental health administrators
were not included in the 16-State Study
because standardized definitions did not exist
and the States could not report them compa-
rably at this time. The 16-State Study has
helped promote the development of measures
of a consumer’s recovery, but this work is not
yet complete. Future performance indicators
need to better incorporate measures of recov-
ery from a consumer’s perspective.

● Performance indicators on outcomes related
to consumer functioning and symptom reduc-
tion need further work and are challenging to
implement comparably. Although many of the
participating States routinely measure client
functioning or symptom reduction over time,
States use many different assessment instru-
ments. Before these items can be included in
national reporting, States need assistance in
developing, implementing, and automating
client assessment records. As long as States
are implementing different instruments,
comparability will be questionable. Sensitiv-
ity analyses must be conducted to allow the
comparison of different instruments across
States.

● Children’s mental health indicators need fur-
ther development and refinement. The 16-
State Study completed major work in devel-
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oping and pilot testing consumer surveys for
children and adolescents. The Youth Services
Survey (YSS) and Youth Services Survey for
Families (YSS-F) were successfully tested
and are now being implemented by many
State mental health systems. The 16-State
Study compiled information on the age of con-
sumers for each indicator, allowing the com-
parison of performance on indicators among
children, adults, and elderly persons. How-
ever, the development of child-specific out-
come instruments and the identification and
operationalization of best practice appropri-
ateness measures for children’s mental
health is still needed.

● Client status indicators, such as percent
employed, percent homeless, and percent of
mental health consumers involved in the
criminal justice system, need additional
refinement. The Workgroups’ recommenda-
tions were to migrate these indicators from
measuring consumer status at one point in
time to becoming client outcome measures by
using comparable measures at both the initi-
ation of treatment and the end of an episode
of treatment to measure change in consumer
status. Unfortunately, the 16-State Study
found that these measures were available
generally only as snapshots of client status
and calculations of change were not feasible
at the time.

● The comparability of results from different
data collection/aggregation methods needs to
be investigated. Several of the client status
indicators were calculated differently by indi-
vidual States, leading to concerns about the
comparability of the observed rates. For
example, criminal justice system contacts are
measured in some States by linking mental
health data to information systems from the
corrections department. Other States calcu-
lated this measure via consumer surveys or
clinician surveys. Until the sensitivity and
correspondence of different methods are
tested, the data may not be comparable.

● States have benefited from the sustained
Federal effort to develop standardized perfor-
mance measures. The 16-State Study grants

provide essential infrastructure to help
States implement common measures, but are
time limited and of relatively small size.
Each of the 16 States spent significant State
dollars to build performance measurement
information systems to enable their partici-
pation in this project. The SAMHSA/CMHS
DIGs will provide some of the resources
needed to help States implement systems to
ensure comparable reporting capacities.
However, it should be noted that State Men-
tal Health Authority information systems
currently spend several hundred million dol-
lars every year. Although $100,000 per year
in Federal grants will help, the DIG
resources may not be sufficient to permit
every State to implement all the performance
indicators tested in this project.

● Ongoing coordination of Federal and State
performance indicator activities are needed
in three main areas: (1) the coordination of
future State efforts to implement perfor-
mance measures; (2) the provision of needed
technical assistance, including techniques
and methods for risk adjustment, data dis-
play, and consumer survey methods; and (3)
the cooperative development and testing of
new measures of recovery and client out-
comes with States and other stakeholders.
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